IDAHO DEPARTMENT OF

HEALTH « WELFARE

C.L. "BUTCH” OTTER ~ Govemor TAMARA PRISOCK- ADMINISTRATOR
RICHARD K. ARMSTRONG - Director CIVISION OF LICENSING & CERTIFICATION
DEBRA RANSOM, RN, ,RH.LT., Chief

BUREALU OF FACILITY STANDARDS

3232 Elder Slreet

P.O. Box 83720

Boise, D 83720-0009

PHONE 208-334-6626

FAX 208-364-1888

September 11, 2015

Charlene Conilogue, Administrator
Idaho Surgicenter North

3369 A Merlin Drive

Idaho Falls, ID 83404

RE: Idaho Surgicenter North, Provider #13C0001035

Dear Ms. Conilogue:

This is to advise you of the findings of the Medicare Fire Life Safety Survey, which was
concluded at Idaho Surgicenter North on September 2, 2015.

Enclosed is a Statement of Deficiencies/Plan of Correction, Form CMS-2567, listing Medicare
deficiencies. In the spaces provided on the right side of each sheet, please provide a Plan of
Correction. It is important that your Plan of Correction address each deficiency in the following
manner:

1. Answer the deficiency statement, specifically indicating how the problem will be,
or has been, corrected. Do not address the specific examples. Your plan must
describe how you will ensure correction for all individuals potentially impacted by
the deficient practice.

2. Identify the person or discipline responsible for monitoring the changes in the
systein to ensure compliance is achieved and maintained. This is to include how
the monitoring will be done and at what frequency the person or discipline will do
the monitoring.

3. Identify the date each deficiency has been, or will be, corrected.
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4. Sign and date the form(s) in the space provided at the bottom of the first page.

After you have completed your Plan of Correction; return the origmal to this office by
September 24, 2015, and keep a copy for your records.

Thank you for the courtesies extended to us during our visit. If you have any questions, please
call or write this office at (208) 334-6626.

Sincerely,

MARK P. GRIMES
Supervisor
Facility Fire Safety & Construction Program

MPG/]j
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The Ambulatory Surgery Center (ASG) accuplies
approximately 1200 square feet (sf) of a 3493 sf |
slngle atory structure of un- pralected wood frame |
construction that was competed in refhodeted in '
2006. 1t is attached to, but one (1) hour
separated from, the attached clinic of the
physician that practices in the ASC. The ASC is
provided with a complete fire alarm systém wilh |
full system smoke detection throughout the ASC. ; i
The fire alarm system is off-site monitored, The :
Egsentlal Electrical System (i.e., emergency
poWer) is designed/instaiied per NFIPA 8td 99 for
& Typo 3 systeni and Is powered by an on-site
automatic genera'tor A Partable ABG fire
extjngmsher is provided within the ASG and one
in the ¢linic. There are twa (2) axits accessible
from the ASC and ope from the aftached clinic

The following deficiencies were found during the
life safety code survey conducted on September
2,2018, in accordance with the applicable lite
s':fety reqwremenis set forth under 42 CFR,
416.44 () for cerification as an Ambulatory
Surgery Center,

‘The surveyor conducting the survey was:

Sam Burbank g
Health Facility Surveyor . :
Facilily Fire Safety & Construction
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Emergency iliimination is. provided n accordance

viith section 7.9, 20.2.9.1, 21.2.9.1 ‘?-*/5’-' ' W .
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Based on record review and operafloniaj testing,

the facility falled to ensure efmergency lighting ldhﬁzyuﬁ»@# @7 O I7 Aﬁ‘
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Any dpfmle%abzmam ending with an aslorisk £*} denotes o deficienty which the mstlluﬂon nay be a’i(ﬁ sed from corracting providing it is detemalned that
ather safeguigids provide sufficlent protection to the patienta. {Sea instructions.} Excapt for.huising hemes, the findings stated above are distosable 90 daya
following the dale of survey whether or not a plan of cosrection is provided. For nwrsirig hames, he above findings and plaas of correction are disclosable 14
days foflowing the date these dotuments arg made avaltable to the faciity. if deficlencias are cited, an approved plan of correclian 13 refuisits to sontinued
program participation.
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was tested for thirty (30) seconds monthly and
ninety (20) minutes annually. Failure to maintain
emergency lights could Fesult in lack of proper
ifumnination duving a powsr failure.

Findings include:

1) During the facility tour conducted on
Septernber 2, 2015 from 2:00 PM to 4:00 PM,
tésting of the southeast emergency light revealed
it would not Hluminate when fested,

2} Review of the facilily records provided
demonstated no monthily or annual testing was
being conducted for the emergeancy lighting.

Actual NFPA standard;

20.2.9 Emergency Lighting and Essentisl
Electrical Systems.

20.2.9.1

Gmergeney lighting shall be provided in
aceordance with Section 7.9,

7.9.3 Pariodic Tasiing of Emergency Lighting
Equipment.

Afunclional test shall bé conducted an every
required emergency lighting systam at 30-day
intervals for not less than 30 sevorids. An-annual
test shall be conducted on every reguired
hattery-poweréd emergency lighting system for
not less than 4142 hours. Equipment shall be fully
operational for the duration of the test, Wrillen
records of visug! inspections and tests shall be
kept by the owner for inspaction by the authority |
having jurisdiction.

Exception: Self-lesting/self-diaghostic,
hattery-operated srmergency lighting equipment
that avtomatically performs a test for not less

than 30 seconds and diagnostic rouiing not less
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thant once every 30 days and indicates failures by
a status indicator'shall be exampt from the
30-day functional test, provided that a'visual
inspection.is perfotmed at 30-day intervals.
K 050| 416.44(b)(1) LIFE SAFETY CODE STANDARD K 050 % ,/%zczjﬁﬂd j z‘%
. : e
g Fire drills are held at unexpectad times untier ; ﬁgzr&%/ d
varyiing conditions, at least quarterly on each o0 e Fd % j
ghift. The staff is familiar with procedures and Is 47‘ LT 7 7 1 /
dware thaf drills are part of established routine. Dl
20.7.1.2, 21.7.42 Aol s LS
This Standard is riot met as evidencad by: ;’M W G | ?gjé
Based bn record réview and interview, the facility ,,6 -
falfed to ensure that fire drifts were conducted ones . e
(1) per shift per quarter. Failure to ¢onduct fire ; .ﬂ Q,M A/L AL
drills would rasuitin lack of staff preparation for 5’
fire evehts. P, S 3
Findings inchule: Ly é
Review of provided fire drills found ho indications T 7
of sudible fire alarms being condueted for the /2
second and third quarter of 2015, O .
Actual NFPA standard: \% 2o ZM /e MW
NFPA 101 | o SChediile %«, /
‘| Ghapter 20 NEW AMBULATORY HEALTH CARE "
QGCUPANGIES - /é’mﬁy @W
20.7* OPERATING FEATURES | M
907 4 Evacuation and Relocation Plan and Fire Q_Z' m:;% ,ﬁ" -
Brifls. ",_.
20.7.4.1 ; 7
The administiation of every ambulatory health | i ;L{,/Z ﬁ’
ears facility shall have, In effact and available to M D
all supetvisory personnel, written copies of a plan | : ﬁ .
for the protection of all persons inthe eventof | /@
fire, for their evacuation to greas of refuge, and |
for their evacuation from the building when i
: -
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operator' s posgition or at the security centar.

The provisions of 20.7.1.2 through 20.7.2.3 shall
-apply.

20712

Fire' driifs in ambulatory health careg facilities shall
include the transmission of & fire alarn signal and
gimulation of emergency fire conditions. Drills
shall ba conducted guarterly on gach shift to
fariliarize facility persaringl (nukses, interhs,
mainteniance engineers, and adminiairative. stalf)
with the signals and emergency action required
under varied conditiviie. When drills are
conducted between 9:00 p.mi, (2100 hours) and
8:00 a.m. {0640 howrs), a coded annoupcement
shall be permilied to be used instead of audible
alarms. _

Exception: Infirm or bedridden patients shall not
be required to be meved during drills o safg
areas or to the exterior of the building,
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necesgary. All employees shall bie perjodically N - M
instructad and Kept informad with respect to their | pirreed (art s
duties under the plan. Acopy of the plan shall be -/ ad b
reaclily avatlable at all times in the telephone e L.
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